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Abstract: Background: The assessment of ovarian reserve in the case of endometrioma is of pivotal
importance for planning a tailored management. However, both the antral follicle count (AFC)
and the antimüllerian hormone (AMH) dosage are subject to a fair degree of variability in ovarian
endometriosis. This study aimed to identify a sonographic parameter of ovarian reserve that could
implement current available markers in patients with unilateral endometrioma. Methods: Patients
with unilateral endometrioma admitted to our Endometriosis Center between March 2018 and April
2019 were enrolled. Transvaginal ultrasonography for the evaluation of eight sonographic indicators
and AMH level determination were performed. The relationship between AMH level and each
indicator was assessed. Results: Thirty-four women were included. There was a positive significant
correlation between AMH level and the healthy ovary AFC (HO-AFC) (r = 0.36 p = 0.034). A stronger,
negative correlation between AMH level and the ratio between the volume of the affected and the
healthy ovary (affected ovary relative volume, AORV) (r =−0.47; p = 0.005) was evidenced. AORV had
a satisfactory accuracy (AUC 0.73; CI 0.61–0.90; p = 0.0008), and the cut-off value of 5.96 had the
best balance of sensitivity/specificity in distinguishing between patients with a good ovarian reserve
(AMH ≥ 2 ng/mL) and those at risk of ovarian reserve depletion after excisional surgery. Conclusion:
AORV may be a useful tool to assess ovarian reserve in patients with unilateral endometrioma without
previous surgery and to guide physicians in clinical management.
Keywords: antral follicle count; antimüllerian hormone; endometrioma; endometriosis; fertility;
premature ovarian failure; ovarian reserve; ultrasonography
1. Introduction
Endometriosis affects approximately 10% of the general female population [1]. About 40%
of subfertile women with endometriosis are diagnosed with an ovarian endometriotic cyst or
endometrioma [2,3], with controversial effects on spontaneous conception [4], as well as detrimental
outcomes on oocyte quality [5,6] and assisted reproductive techniques (ART) [7–9].
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Ovarian reserve can be evaluated with ultrasound and serological markers. Ultrasound markers
provide the antral follicle count (AFC) of both ovaries and the ovary volume (OV). Serological
markers include the measurement of basal follicle-stimulating hormone (FSH) and the antimüllerian
hormone (AMH).
Ultrasound evaluation of ovarian reserve is challenging when an ovarian endometrioma is
large because of its interposition, while serological AMH levels should not be influenced. However,
conflicting evidence for the effect of endometrioma on AMH levels has been reported: A recent review
showed much lower AMH levels in patients with endometrioma than in patients with benign lesions
or healthy controls [10]. Differently, other reports found no correlation between endometrioma per
se and ovarian reserve [11]. Finally, an increase in AMH levels related to the presence of ovarian
endometrioma has been reported [12].
Owing to conflicting evidence, it is not clear whether AMH levels alone are a reliable indicator
of ovarian reserve in women with endometrioma. Furthermore, AMH assay variability and the lack
of a standardized international assay are daily concerns for reproductive medicine specialists [13].
The aim of the present study was to evaluate the diagnostic potential of a new sonographic parameter
to implement current ovarian reserve markers in patients with unilateral endometrioma. We define
this new marker as the affected ovary relative volume (AORV), i.e., the ratio between the volume of
the affected and the healthy ovary. Also, we suggest a cut-off value of AORV that may be useful for
identifying patients at risk of impaired ovarian reserve after excisional surgery and that may guide
clinicians in the management of such patients.
2. Materials and Methods
Women with ovarian endometriosis referred to our Endometriosis Center, Department of Surgical
Sciences, City of Health and Science, University of Turin, between March 2018 and April 2019,
were enrolled in the study after providing written, informed consent. The exclusion criteria
were bilateral endometrioma, prior ovarian surgery, the presence of other benign ovarian cysts
or endometrioma with atypical sonographic features, ongoing hormonal contraceptive use, polycystic
ovary syndrome (PCOS), and premature ovarian failure (POF) according to European Society for
Human Reproduction and Embryology (ESHRE) guidelines [14,15].
Transvaginal ultrasonography and a blood test for AMH determination were performed on the
same morning during the early follicular phase of a spontaneous cycle (i.e., between cycle days 2 and
5). Scans were performed with a 6–12 MHz transducer on a GE Voluson E8 System (GE Healthcare,
Milwaukee, WI, USA) by a physician with extensive experience in pelvic ultrasound.
The antral follicle count (AFC) of the participants was assessed. The size of the ovary
and the endometrioma was defined by three diameters: Maximum diameter in the transverse,
the anteroposterior, and the longitudinal axes. Four absolute and four relative sonographic indicators
were obtained (Figures 1 and 2):
• Mean endometrioma diameter (MED);
• Endometrioma volume (EV);
• Healthy ovary AFC (HO-AFC);
• Healthy ovary volume (HOV);
• Affected ovary relative size (AORS), i.e., the ratio between the largest diameter of the affected and
the healthy ovary;
• Endometrioma relative volume 1 (ERV1), i.e., the ratio between the EV and the volume of the
affected ovary;
• Endometrioma relative volume 2 (ERV2), i.e., the ratio between the EV and the volume of both
ovaries; and
• Affected ovary relative volume (AORV), i.e., the ratio between the volume of the affected and the
healthy ovary.
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Figure 1. Schematic diagram of the four absolute sonographic indicators. Brown circle: 
Endometrioma; dotted red line: Measure line; grey circle: Antral follicle; pink oval: Contralateral 
healthy ovary. 
 
Figure 2. Schematic diagram of the four relative sonographic indicators. Brown circle: 
Endometrioma; dotted red line: Measure line; pink oval: Contralateral healthy ovary; white oval: 
Affected ovary. 
If multiple endometriomas were detected in the same ovary, the indicator was reported as the 
sum of the individual indicators of each endometrioma. 
Serum AMH level was determined using a commercially available ELISA kit (AMH Gen II 
ELISA, Beckman Coulter, Brea, CA, USA) according to the manufacturer’s instructions. The AMH 
concentration in each sample was determined by interpolation from a standard curve and calculated 
Figure 1. Schematic diagram of the four absolute sonographic indicators. Brown circle: Endometrioma;
dotted red line: Measure line; grey circle: Antral follicle; pink oval: Contralateral healthy ovary.
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Figure 2. Schematic diagram of the four relative sonographic indicators. Brown circle: Endometrioma;
dotted red line: Measure line; pink oval: Contralateral healthy ovary; white oval: Affected ovary.
If multiple endometriomas were detected in the same ovary, the indicator was reported as the
sum of the individual indicators of each endometrioma.
Serum AMH level was determined using a commercially available ELISA kit (AMH Gen II
ELISA, Beckman Coulter, Brea, CA, USA) according to the manufacturer’s instructions. The AMH
concentration in each sample was determined by interpolation from a standard curve and calculated
as ng/mL as recommended. The reference range established by our laboratory was 0.1–6 ng/mL [16].
All exams were evaluated by the same physician. The AMH cut-off was 2 ng/mL as the threshold
to identify w men w o can be s fely referr to surgery (AMH ≥ 2) without the risk of significant
depletion of ovarian reserve. This value was chosen because it is linked to the impact of surgery on
ovarian reserve if enucleation of unilateral endometrioma is performed (30% decrease in AMH) [17] and
because it is related to the definition of “poor responder” in patients undergoing in vitro fertilization
(IVF) treatment (AMH values between 0.5 ng/mL and 1.3 ng/mL) [18,19]. Based on these figures,
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we obtained the value according to the equation [(x − 30%x) = 1.3]. The result (1.9) was rounded up to
2 ng/mL.
Quantitative variables were expressed as the mean ± standard deviation (SD) and qualitative
categorical variables as frequency and percentages. Pearson’s r coefficient was run to assess the
relationship between the ovarian reserve based on AMH level, and the sonographic variables (MED,
EV, HO-AFC, HOV, AORS, ERV1, ERV2, AORV). Spearman’s correlation coefficient (ρ) was also used
to measure the strength and direction of association between AORV ratio and AMH. Accuracy of
parameters to discriminate between poor and good ovarian reserve was evaluated using receiver
operating characteristic (ROC) curve analysis. The area under the ROC was calculated and a 95%
confidence interval (CI) was given. Diagnostic thresholds for significant parameters were proposed
on Youden’s index, which balanced maximum test sensitivity and test specificity. A p-value of 0.05
was set as statistically significant. Statistical analyses were performed using SAS software ver. 9.4 for
Windows (SAS Institute, Carey, NC, USA).
The Institutional Review Board of the City of Health and Science of Turin approved the study
(reference number 0040486/00152).
3. Results
Seventy-eight Caucasian patients with endometrioma were evaluated: 15/78 (19.2%) were
diagnosed with bilateral endometriomas, 8 (10.2%) with PCOS, 2 (2.5%) with concomitant serosal cysts,
and 5 (6.4%) were receiving hormonal therapy and were excluded from the study. The remaining
34 patients met the inclusion criteria. The mean age was 33.4 ± 3.8 years: 20.6% were <30 years
old, 32.3% between 30 and 34 years, and 47.1% ≥35 years. The mean body-mass index (BMI) was
23.2 ± 4.3 kg/m2, and 6/34 (17.6%) were smokers. Six (8.1%) were diagnosed with more than one
endometrioma per ovary. The mean blood AMH level was 2.76 ± 1.6 ng/mL, 3.43 ± 1.8 ng/mL in
women less than 30 years old, 2.8 ± 1.9 ng/mL between 30 and 34 years old, and 2.41 ± 1.4 ng/mL
in women aged 35 or over. The mean AFC of the affected and healthy ovary was 3.62 ± 1.7 and
5.53 ± 1.5, respectively. The mean size of the endometriomas was 3.5 ± 1.5 cm. A not significant
relationship was found between AMH levels and the following volumetric indicators: EV (r = −0.26;
p = 0.137), MED (r = −0.22; p = 0.256), LED (r = −0.22; p = 0.213), ERV2 (r = −0.07; p = 0.694), and ERV1
(r = 0.04; p = 0.822). A weak not significant correlation was found between blood AMH level and
AORS (r = −0.36; p = 0.082) and HOV (r = 0.31; p= 0.068). There was a positive significant correlation
between AMH level and HO-AFC (r = 0.36 p = 0.034), but a stronger, negative correlation between
AMH level and AORV (r = −0.47; p = 0.005) was evidenced (Figures 3 and 4). Indeed, the two
variables have a significant nonlinear relationship, as suggested by the Spearman correlation coefficient
(ρ = −0.48 p = 0.004), which was slightly higher than the Pearson’s (r = −0.46 p = 0.005).
The area under the curve (AUC) for AORV was s 0.73 (CI 0.61–0.90; p = 0.0008). The diagnostic
threshold in the ROC curve with the best balance of sensitivity/specificity was 5.96 for AORV according
to the results obtained from the Youden index. An AORV >5.96 had a sensitivity of 66.7% and a
specificity of 94.7% in detecting women at risk of significant diminished ovarian reserve after excisional
surgery (AMH < 2 ng /mL) (Figure 5).
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Figure 3. Scatterplots of the four absolute sonographic indicators. Pearson’s correlation coefficient (r)
testing the strength of the association between the independent variable (antimüllerian hormone (AMH)
level) and the dependent variables (indicators), ranging from −1 to +1. EV: endometrioma volume;
HO-AFC: healthy ovary AFC; HOV: healthy ovary volume; mean endometrioma diameter (MED)
Figure 4. Scatterplots of the four relative sonographic indicators. Pearson’s correlation coefficient (r)
testing the strength of the association between the independent variable (AMH level) and the dependent
variables (indicators), ranging from −1 to +1. AORS: affected ovary relative size; AORV: affected ovary
relative volume; ERV1: endometrioma relative volume 1; ERV2: endometrioma relative volume 2
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4. Discussion
The absence of a reliable correlation between the effects of ovarian endometrioma and
ovarian reserve markers means that referral to surgery is usually based on a di ensional criterion
(most frequently ≥ 3 cm) [20–22]. However, because the dimensional criterion alone is unable to
integrate the patient’s reproductive potential, this aspect must be considered before proposing surgical
treatment to a patient with endometriosis, regardless of whether she is planning pregnancy or
not [23,24]. Indeed, women with a poor baseline ovarian reserve undergoing surgery on the basis of the
dimensional criterion alone are exposed to the risk of surgical diminished ovarian reserve, in addition
to endometriosis-related damage, resulting in severe impairment of ovarian reserve and potential
infertility [25–27].
The identification of an innovative volumetric cut-off that could be used for tailoring clinical
management could aid in this delicate decision, so long as it can be integrated with the estimated
overall ovarian reserve of the candidate for surgery. Our study indicated the potential statistical
significance of AORV, a volumetric predictor. If the A RV is <5.96, symptomatic patients with
unilateral endometrioma have a good ovarian reserve and can be offered surgery without the fear
of further compromising the ovarian reserve. Otherwise, if the AORV is >5.96, counseling and
preservation ethods should be recommended to the symptomatic patient, while the infertile woman
with a desire for motherhood should be addressed to ART rather than surgery and/or to spontaneous
attempt to conceive [28].
Our findings underscore the relevant importance of the healthy contralateral ovary,
which constitutes a woman’s individual ovarian reserve and reflects the condition before the disease.
Unlike intermenstrual volumetric asymmetric variations, high or low ovarian reserves are shared
symmetrically between the two ovaries without altering the ratio. However, the value of the healthy
ovary becomes relevant only in relation to the affected one. The weaker relationship between AMH and
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HOV or HO-AFC compared to AMH and AORV is probably justified by the fact that the assessment of
the healthy ovary does not take into account the residual ovarian reserve of the affected ovary, which is
closely conditioned by the endometrioma volume.
Factor other than simple mechanical tissue stretching by cysts might be responsible for reduced
follicular density in the cortex surrounding endometriomas. The reactive inflammation with the
increase in tissue oxidative stress may result in massive fibrosis and the loss of cortex-specific stroma
that maintains follicular nests. A decline in the antral follicle count may be associated with focal loss
of AMH, and consequently, with activation of primordial follicles that undergo atresia. The size of
the cyst may correlate with the duration and severity of the inflammatory reaction in normal cortical
tissue within endometriomas [29,30]. The relationship between the number of preantral follicles and
the ovarian volume [31] and the histopathologic reason for their reduction as the cyst grows make
AORV a reliable predictor of ovarian reserve in patients with unilateral endometrioma and provide a
useful tool for its use with other indicators of ovarian reserve such as AMH and AFC.
Nonetheless, the limits of AMH and AFC need to be carefully considered. Serum AMH levels are
proportional to the number of preantral and small antral follicles in the ovaries. Therefore, they are
considered one of the most important indirect clinical markers of ovarian reserve [32,33]. In patients
with ovarian endometriosis, the validity of AMH is questionable because the relative contribution
of the affected and the intact ovaries cannot be easily discriminated. Furthermore, recent data
have shown significant fluctuations of AMH in several conditions and questioned whether a single
measurement is reliable for clinical decision-making. The AMH level also appears to vary with a
variety of factors such as hormonal contraceptive use, pregnancy, body-mass index, and smoking
status [34]. Analytical variations due to differences in sample storage conditions and/or assay methods
could further complicate this scenario [35]. Finally, an intracycle variation of 20.7% in AMH over the
natural ovulatory cycle and an intercycle variation of 28% have been reported according to the results
of a fully automated AMH assay [36].
AFC by ultrasound is the only way of assessing reserve of each ovary for most cases, but its role
in the presence of endometrioma is controversial. Some authors have suggested that AFC in ovaries
with endometrioma is likely to be underestimated, since the number of oocytes retrieved is higher
than expected based on the AFC. The underestimation of AFC is attributed to the impairment of
the transvaginal probe resolution due to endometrioma [37]. A meta-analysis of two retrospective
studies reported that women with in situ endometrioma had similar AFC compared to women without
endometriosis [38]. In contrast, a prospective study reported that women with endometrioma had
significantly lower AFC compared to healthy women with no endometriomas [26]. For this reason,
among the indicators, we tested the AFC of the healthy ovary (HO-AFC), which was theoretically not
impaired by the detrimental effects related to endometrioma’s presence.
A further limitation of these two assessment methods is their clinical interpretation. ART specialists
prefer the clinical application of AMH and AFC. This is particularly true when we consider that the
validation of these measures is mostly based on the number of oocytes retrieved after controlled ovarian
stimulation, i.e., treatments that are carried out only in IVF-dedicated units. The “superspecialization”
of modern gynecology, and of medicine as a whole, makes it difficult for an excellent surgeon to
deal equally well with reproductive medicine and IVF. The result is that treatment is often managed
according to “personal clinical experience” rather than based on standardized measurements that
can integrate complex decision algorithms that would require a multispecialist approach. The easy
execution and the identification of a “reliable” cut-off for identifying patients at higher risk of diminished
ovarian reserve also make AORV an affordable and straightforward tool for nonreproduction specialists
unfamiliar with AMH and AFC. Furthermore, AORV could be assessed in every phase of menstrual
cycle, while AFC should be performed only in the early follicular phase.
As previously said, many authors believe ovarian endometriosis could technically affect the
counting of follicles, leading to underestimation of AFC, thus burdening this tool with false-positive
patients [37,39]. Using a cut-off of 5.96, our sonographic predictor can identify a woman with AMH
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levels < 2 in 94.7% of cases, while it identifies women with an acceptable AMH before surgery
(i.e., ≥2 ng/mL) in 66.7% of cases. The probability of a poor ovarian reserve with a positive test value is
83.3%, while the likelihood of a good ovarian reserve with a negative result is 81.8%.
Our study has several limitations. The sample size was relatively small due to the restrictive
eligibility criteria. Furthermore, it is unclear whether AORV can be used in patients undergoing
hormone therapy. Although the hormonal dependent-volumetric reduction is shared symmetrically
between the two ovaries, the affected ovary is potentially less involved because the endometrioma is
less sensitive to medical treatment, suggesting that the AORV volumetric ratio in patients undergoing
hormonal therapy might be overestimated.
The test is not useful for women with PCOS. Serum AMH is higher in women with PCOS than in
healthy women [40], reflecting the increased number of small antral follicles in which AMH production
is highest. In these patients, the ovarian volume is very large such that small cysts do not cause
significant volume changes. Undoubtedly, the main limitation of our test is that it cannot be applied in
cases of bilateral lesions.
The strengths of our study are the rigorous inclusion criteria, standardized AMH measurement
during the first days of the follicular phase (previously defined as the best “window” to predict ovarian
response to controlled stimulation) [36,41], and the same laboratory assay performed by the same
physician, thus limiting interpersonal variability in AMH dosage.
Further research might give the volumetric ratio (AORV), a dynamic value that expresses the
variation of the ovarian reserve, together with the change of the index. Women with endometrioma
experience a dramatic, progressive decline in serum AMH levels, which is faster than that in healthy
women. The decrease in serum AMH level rate is reported to be more than 20% after 6 months
in patients with unilateral endometrioma [42]. For example, the distance from the cut-off could be
interpreted as a measure of the time still available to attempt spontaneous conception before the cyst
grows further and depletes the ovarian reserve.
In conclusion, this preliminary study shows that AORV is a reliable means by which to assess
ovarian reserve in patients with unilateral endometrioma without previous surgery and to guide
physicians in clinical management. Ongoing validation will include the application of this quick tool
in daily outpatient care.
Author Contributions: Conceptualization, S.C. and A.R.C.; Data curation, M.M., F.B. and F.G.; Formal analysis,
D.F. and C.F.; Investigation, S.C., M.M. and M.B.; Supervision, C.B.; Writing—original draft, S.C., A.R.C.
and M.M.; Writing—review & editing, A.R. and S.F. All authors have read and agreed to the published version of
the manuscript.
Funding: This research received no external funding
Conflicts of Interest: The authors declare no conflict of interest.
References
1. Giudice, L.C.; Kao, L.C. Endometriosis. Lancet 2004, 364, 1789–1799. [CrossRef]
2. Redwine, D.B. Ovarian endometriosis: A marker for more extensive pelvic and intestinal disease. Fertil. Steril.
1999, 72, 310–315. [CrossRef]
3. Jenkins, S.; Olive, D.L.; Haney, A.F. Endometriosis: Pathogenetic implications of the anatomic distribution.
Obstet. Gynecol. 1986, 67, 335–338.
4. Maggiore, U.L.R.; Scala, C.; Venturini, P.L.; Remorgida, V.; Ferrero, S. Endometriotic Ovarian Cysts Do Not
Negatively Affect the Rate of Spontaneous Ovulation. Hum. Reprod. 2015, 30, 299–307. [CrossRef] [PubMed]
5. Sanchez, A.M.; Vanni, V.S.; Bartiromo, L.; Papaleo, E.; Orvieto, R.; Candiani, M.; Orvieto, R.; Viganò, P. Is the
oocyte quality affected by endometriosis? A review of the literature. J. Ovarian Res. 2017, 10, 1–11. [CrossRef]
6. Orazov, M.R.; Radzinsky, V.Y.; Ivanov, I.I.; Khamoshina, M.B.; Shustova, V.B. Oocyte quality in women with
infertility associated endometriosis. Gynecol. Endocrinol. 2019, 35, 24–26. [CrossRef]
J. Clin. Med. 2020, 9, 4076 9 of 10
7. Senapati, S.; Sammel, M.D.; Morse, C.; Barnhart, K.T. Impact of endometriosis on in vitro fertilization
outcomes: An evaluation of the Society for Assisted Reproductive Technologies Database. Fertil. Steril. 2016,
106, 164–171.e1. [CrossRef] [PubMed]
8. Muteshi, C.; Ohuma, E.O.; Child, T.; Becker, C.M. The effect of endometriosis on live birth rate and other
reproductive outcomes in ART cycles: A cohort study. Hum. Reprod. Open 2018, 2018, hoy016. [CrossRef]
9. De Ziegler, D.; Borghese, B.; Chapron, C. Endometriosis and infertility: Pathophysiology and management.
Lancet 2010, 376, 730–738. [CrossRef]
10. Muzii, L.; Di Tucci, C.; Di Feliciantonio, M.; Galati, G.; Di Donato, V.; Musella, A.; Palaia, I.; Panici, P.B.
Antimüllerian hormone is reduced in the presence of ovarian endometriomas: A systematic review and
meta-analysis. Fertil. Steril. 2018, 110, 932–940.e1. [CrossRef]
11. Streuli, I.; De Ziegler, D.; Gayet, V.; Santulli, P.; Bijaoui, G.; De Mouzon, J.; Chapron, C. In women with
endometriosis anti-Mullerian hormone levels are decreased only in those with previous endometrioma
surgery. Hum. Reprod. 2012, 27, 3294–3303. [CrossRef] [PubMed]
12. Marcellin, L.; Santulli, P.; Bourdon, M.; Comte, C.; Maignien, C.; Just, P.A.; Streuli, I.; Borghese, B.; Chapron, C.
Serum antimüllerian hormone concentration increases with ovarian endometrioma size. Fertil. Steril. 2019,
111, 944–952.e1. [CrossRef] [PubMed]
13. Mc Ferguson, J.; Pépin, D.; Duru, C.; Matejtschuk, P.; Donahoe, P.K.; Burns, C.J. Towards
international standardization of immunoassays for Müllerian inhibiting substance/anti-Müllerian hormone.
Reprod. Biomed. Online 2018, 37, 631–640. [CrossRef] [PubMed]
14. Teede, H.J.; Misso, M.L.; Costello, M.F.; Dokras, A.; Laven, J.; Moran, L.; Piltonen, T.; Norman, R.J.;
Andersen, M.; Azziz, R.; et al. Recommendations from the international evidence-based guideline for the
assessment and management of polycystic ovary syndrome. Hum. Reprod. 2018, 33, 1602–1618. [CrossRef]
15. Webber, L.; Davies, M.; Anderson, R.; Bartlett, J.; Braat, D.; Cartwright, B.; Cifkova, R.; Keizer-Schrama, S.D.M.;
Hogervorst, E.; Janse, F.; et al. ESHRE Guideline: Management of women with premature ovarian insufficiency.
Hum. Reprod. 2016, 31, 926–937. [CrossRef]
16. Han, X.; McShane, M.; Sahertian, R.; White, C.; Ledger, W. Pre-mixing serum samples with assay buffer is a
prerequisite for reproducible anti-Mullerian hormone measurement using the Beckman Coulter Gen II assay.
Hum. Reprod. 2014, 29, 1042–1048. [CrossRef]
17. Raffi, F.; Metwally, M.; Amer, S. The Impact of Excision of Ovarian Endometrioma on Ovarian Reserve:
A Systematic Review and Meta-Analysis. J. Clin. Endocrinol. Metab. 2012, 97, 3146–3154. [CrossRef]
18. La Marca, A.; Sunkara, S.K. Individualization of controlled ovarian stimulation in IVF using ovarian reserve
markers: From theory to practice. Hum. Reprod. Update 2014, 20, 124–140. [CrossRef]
19. Ferraretti, A.P.; La Marca, A.; Fauser, B.C.J.M.; Tarlatzis, B.; Nargund, G.; Gianaroli, L.; on behalf of the ESHRE
working group on Poor Ovarian Response Definition. ESHRE consensus on the definition of ’poor response’
to ovarian stimulation for in vitro fertilization: The Bologna criteria. Hum. Reprod. 2011, 26, 1616–1624.
[CrossRef]
20. Dunselman, G.A.J.; Vermeulen, N.; Becker, C.; Calhaz-Jorge, C.; D’Hooghe, T.; De Bie, B.; Heikinheimo, O.;
Horne, A.W.; Kiesel, L.; Nap, A.; et al. ESHRE guideline: Management of women with endometriosis.
Hum. Reprod. 2014, 29, 400–412. [CrossRef]
21. Jayaprakasan, K.; Becker, C.; Mittal, M. The Effect of Surgery for Endometriomas on Fertility. BJOG Int. J.
Obstet. Gynaecol. 2018, 125, e19–e28.
22. Hart, R.; Hickey, M.; Maouris, P.; Buckett, W.; Garry, R. Excisional surgery versus ablative surgery for ovarian
endometriomata: A Cochrane Review. Hum. Reprod. 2005, 20, 3000–3007. [CrossRef] [PubMed]
23. Kho, R.M.; Andres, M.P.; Borrelli, G.M.; Neto, J.S.; Zanluchi, A.; Abrao, M.S. Surgical treatment of different
types of endometriosis: Comparison of major society guidelines and preferred clinical algorithms. Best Pract.
Res. Clin. Obstet. Gynaecol. 2018, 51, 102–110. [CrossRef] [PubMed]
24. Lessey, B.A.; Gordts, S.; Donnez, O.; Somigliana, E.; Chapron, C.; Garcia-Velasco, J.A.; Donnez, J. Ovarian
endometriosis and infertility: In vitro fertilization (IVF) or surgery as the first approach? Fertil. Steril. 2018,
110, 1218–1226. [CrossRef]
25. Busacca, M.; Vignali, M. Endometrioma Excision and Ovarian Reserve: A Dangerous Relation. J. Minim.
Invasive Gynecol. 2009, 16, 142–148. [CrossRef]
J. Clin. Med. 2020, 9, 4076 10 of 10
26. Uncu, G.; Kasapoglu, I.; Ozerkan, K.; Seyhan, A.; Yilmaztepe, A.O.; Ata, B. Prospective assessment of the
impact of endometriomas and their removal on ovarian reserve and determinants of the rate of decline in
ovarian reserve. Hum. Reprod. 2013, 28, 2140–2145. [CrossRef]
27. Chen, Y.; Pei, H.; Chang, Y.; Chen, M.; Wang, H.; Xie, H.; Yao, S.-Z. The impact of endometrioma and
laparoscopic cystectomy on ovarian reserve and the exploration of related factors assessed by serum
anti-Mullerian hormone: A prospective cohort study. J. Ovarian Res. 2014, 7, 1–8. [CrossRef]
28. Cosma, S.; Benedetto, C. Classification algorithm of patients with endometriosis: Proposal for tailored
management. Adv. Clin. Exp. Med. 2020, 29, 615–622. [CrossRef]
29. Kitajima, M.; Dolmans, M.-M.; Donnez, O.; Masuzaki, H.; Soares, M.; Donnez, J. Enhanced follicular
recruitment and atresia in cortex derived from ovaries with endometriomas. Fertil. Steril. 2014, 101, 1031–1037.
[CrossRef]
30. Kitajima, M.; Defrère, S.; Dolmans, M.-M.; Colette, S.; Squifflet, J.; Van Langendonckt, A.; Donnez, J.
Endometriomas as a possible cause of reduced ovarian reserve in women with endometriosis. Fertil. Steril.
2011, 96, 685–691. [CrossRef]
31. Kelsey, T.W.; Wallace, W.H.B. Ovarian Volume Correlates Strongly with the Number of Nongrowing Follicles
in the Human Ovary. Obstet. Gynecol. Int. 2012, 2012, 1–5. [CrossRef]
32. Dewailly, D.; Andersen, C.Y.; Balen, A.; Broekmans, F.; Dilaver, N.; Fanchin, R.; Griesinger, G.; Kelsey, T.W.;
La Marca, A.; Lambalk, C.; et al. The physiology and clinical utility of anti-Müllerian hormone in women.
Hum. Reprod. Update 2014, 20, 370–385. [CrossRef]
33. Broer, S.L.; Broekmans, F.J.; Laven, J.S.; Fauser, B.C. Anti-Müllerian hormone: Ovarian reserve testing and its
potential clinical implications. Hum. Reprod. Update 2014, 20, 688–701. [CrossRef]
34. La Marca, A.; Grisendi, V.; Griesinger, G. How Much Does AMH Really Vary in Normal Women?
Int. J. Endocrinol. 2013, 2013, 1–8. [CrossRef] [PubMed]
35. Rustamov, O.; Smith, A.; Roberts, S.A.; Yates, A.P.; Fitzgerald, C.; Krishnan, M.; Nardo, L.G.; Pemberton, P.W.
The Measurement of Anti-Müllerian Hormone: A Critical Appraisal. J. Clin. Endocrinol. Metab. 2014,
99, 723–732. [CrossRef]
36. Melado, L.; Lawrenz, B.; Sibal, J.; Abu, E.; Coughlan, C.; Navarro, A.T.; Fatemi, H.M. Anti-müllerian
Hormone During Natural Cycle Presents Significant Intra and Intercycle Variations When Measured with
Fully Automated Assay. Front. Endocrinol. 2018, 9. [CrossRef] [PubMed]
37. Lima, M.L.; Martins, W.P.; Neto, M.A.C.; Nastri, C.O.; Ferriani, R.A.; Navarro, P.A.D.A.S. Assessment of
ovarian reserve by antral follicle count in ovaries with endometrioma. Ultrasound Obstet. Gynecol. 2015,
46, 239–242. [CrossRef]
38. Hamdan, M.; Dunselman, G.; Li, T.C.; Cheong, Y. The impact of endometrioma on IVF/ICSI outcomes:
A systematic review and meta-analysis. Hum. Reprod. Update 2015, 21, 809–825. [CrossRef] [PubMed]
39. Broekmans, F.J.; De Ziegler, D.; Howles, C.M.; Gougeon, A.; Trew, G.; Olivennes, F. The antral follicle count:
Practical recommendations for better standardization. Fertil. Steril. 2010, 94, 1044–1051. [CrossRef]
40. Fong, S.L.; Schipper, I.; De Jong, F.H.; Themmen, A.P.; Visser, J.A.; Laven, J.S. Serum anti-Müllerian hormone
and inhibin B concentrations are not useful predictors of ovarian response during ovulation induction
treatment with recombinant follicle-stimulating hormone in women with polycystic ovary syndrome.
Fertil. Steril. 2011, 96, 459–463. [CrossRef]
41. Lee, J.R.; Kim, S.H.; Jee, B.C.; Ku, S.-Y.; Suh, C.S.; Choi, Y.M.; Kim, J.G.; Moon, S.Y.; Kim, S.H.; Kim, S.M.
Anti-Mullerian hormone dynamics during controlled ovarian hyperstimulation and optimal timing of
measurement for outcome prediction. Hum. Reprod. 2010, 25, 2597–2604. [CrossRef] [PubMed]
42. Kasapoglu, I.; Ata, B.; Uyaniklar, O.; Seyhan, A.; Orhan, A.; Oguz, S.Y.; Uncu, G. Endometrioma-related
reduction in ovarian reserve (ERROR): A prospective longitudinal study. Fertil. Steril. 2018, 110, 122–127.
[CrossRef] [PubMed]
Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.
© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).
